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Form 2021
June 2015-E
 Home and Community Support Services Agencies (HCSSAs) 
Form 2021, License Application  - Instructions
 Who Should Submit This Application?          
Those persons providing home health, hospice or personal assistance services (PAS) for pay or other considerations in a client's residence, an independent living environment or another appropriate location should submit this application. Complete this form for all initial parent, renewal and change of ownership applications. Use this form to:	
●     Apply for a license
          ◦          Initial
          ◦          Change of ownership (change of 50% more of stock ownership)
●     Renew a license
          ◦          Applications must be postmarked 45 days before the expiration date of the license to avoid a late fee. The Department of Aging and Disability Services (DADS) will deny renewal applications postmarked after the expiration date of the license. Fees accompanying an application for renewal of an expired license will not be returned. 
●     Report changes and updates 
        ◦          Relocation of an agency 
        ◦          Changes in administrative personnel (administrator and alternate administrator for all agencies, supervising nurse and alternate supervising nurse for agencies providing licensed and certified home health or certified hospice services) 
        ◦          Changes in operating hours, telephone numbers and fax numbers 
        ◦          Changes in agency service area 
        ◦     Changes in services 
        ◦          Changes of ownership interests or stock transfer of 49% or less 
Note: DADS will not consider an initial, renewal or change of ownership application as officially submitted until the applicant pays the full licensing fee. Fees paid to DADS are not refundable.
National Provider Identification
The National Provider Identification (NPI) is the standard unique health identifier for health care providers and is assigned by the National Plan and Provider Enumeration System (NPPES). To obtain an NPI, you may apply online at https://NPPES.cms.hhs.gov.
Instructions for Completing and Submitting This Application
●     Type or print all information so that it is legible. Do not use pencil.
●     Report additional information within a section by copying and completing that section for each additional entry.
●     Attach all required supporting documentation.
●     Keep a copy of your completed application with the attachments for your records.
●     Complete all sections of the application. 
●     Complete Section 1 indicating if this is an initial parent application, renewal application or a change of ownership for a parent license.  
Send the completed application with original signatures, fee and all required documentation to:
Regular Mail
Regulatory Services
Accounts Receivable 
Mail Code E-411
Department of Aging and Disability Services
P.O. Box 149030
Austin, TX 78714-9030
Overnight Delivery
Regulatory Services
Accounts Receivable
Mail Code E-411
Department of Aging and Disability Services
701 West 51st St.
Austin, TX 78751 
Form 2021
Page 2 / 06-2015-E
Presurvey Conference
To avoid delays in the application process, the applicant should ensure that the appropriate individuals have completed the presurvey computer-based training (CBT) before submission of Form 2021. The applicant must print documentation of completion for each of the required individuals and submit proof of completion with the application.
Who must complete the presurvey conference CBT?
 ●    Agencies providing PAS only must designate an administrator and an alternate administrator who must both complete the presurvey CBT.
●     All other agencies must designate an administrator, alternate administrator, supervising nurse and alternate supervising nurse who must each complete the presurvey CBT.
The presurvey conference CBT is on the DADS website at http://www.dads.state.tx.us/providers/hcssa/cbt.
Time Frames
Initial applicants can anticipate review of the application and issuance of the license within 120 days from the date the licensing section receives the application if a complete and accurate application is submitted.
An application from an agency is processed in accordance with the following general time frames:
 ●    Upon receipt of a thoroughly complete application in the DADS HCSSA Licensing Unit (this will be after it has gone through the mail room and accounting; about 10 days from mailing), DADS will issue or deny the license within 45 days.
●     If DADS receives an incomplete application, the DADS HCSSA Licensing Unit will notify the HCSSA applicant in writing of any deficient items in the application. The applicant must respond with complete and correct information within 30 days from the date of the letter or the application will be denied.
●     Upon receipt of the application deficiency response in the DADS HCSSA Licensing Unit, DADS will issue or deny the license within 45 days. Applicants can reduce the processing time by submitting a complete application. For more information, refer to 40 Texas Administrative Code (TAC) §97.31 (relating to Time Frames for Processing and Issuing a License).
An applicant agency must not provide home health, hospice or personal assistance services until it receives the HCSSA license.
Completed applications for renewal of a license must be postmarked 45 days before the expiration date of the license.
Completed applications for a change of ownership must be submitted 30 days before the change of ownership.
Texas Department of Aging and Disability Services Accounts Receivable Mail Code E-411 P.O. Box 149030 Austin, TX 78714-9030			Telephone: 512-438-2630
For DADS Use Only
1.  Type of Application (check one and refer to instructions for change of information or update)
For stock transfer or change of ownership, refer to Section 10.
2.  Licensing Fee: $1,750
Health and Safety Code Chapter 142, Section 142.010, authorizes the Texas Department of Aging and Disability Services (DADS) to set home and community support services agency licensing fees. DADS will not consider an initial, renewal or change of ownership application as officially submitted until the applicant pays the full licensing fee. Fees paid to DADS are not refundable
Ensure the legal business entity shown in Section 3 matches the name on the tax documents, articles of incorporation or articles of organization. Submit a copy of the documentation from the National Provider Identifier (NPI) office and documentation from the Internal Revenue Service (IRS) of the tax identification number.
3.  Name of Owner (Legal Entity)
4.  Name the Agency will be doing business as (DBA)
5.  Address: Make sure the physical location address listed is the actual location of the agency (for example, where all original files are kept and services are delivered and administered). The mailing address is where the agency receives its correspondence.
6.  Management Information: Do not leave any blanks. All agencies must have an administrator and an alternate administrator. The supervising nurse and alternate supervising nurse are required for agencies requesting Licensed Home Health, Licensed and Certified Home Health Services, and Hospice categories. Those agencies requesting only the category of Personal Assistance Services do not require a supervising nurse or alternate supervising nurse.
7.  Accreditation Status: Initial applicants will not be accredited. Change of Ownership (CHOW) applicants should notify the accrediting organization and inform it of the CHOW. Accreditation does not automatically transfer to new owners. DADS must receive a copy of the accreditation letter before it will recognize the agency as accredited.
Joint Commission with Deemed Status accreditation.......................................................................................	
Joint Commission accreditation.........................................................................................................................	
Community Health Accreditation Program with Deemed Status.......................................................................
Community Health Accreditation Program.......................................................................................................
Accreditation Commission for Health Care with Deemed Status...................................................................
Accreditation Commission for Health Care......................................................................................................
8.  Contracts with State Agencies
     For initial applicants this should be marked No. CHOW applicants must contact the contracting section of the appropriate state agency and request either a contract assignment or a new contract. The state contract does not automatically transfer to the new owner. Examples of state agencies include the Texas Department of Aging and Disability Services, Texas Department of State Health Services, Texas Health and Human Services Commission, Texas Department of Assistive and Rehabilitative Services and Texas Department of Family and Protective Services. Examples of program contracts are Primary Home Care, Community Based Alternatives, Medically Dependent Children Program, Deaf Blind with Multiple Disabilities, Community Living Assistance and Support Services, Consolidated Waiver Program, Medicaid Program and Chronic Children's Program.
Do you currently have a program contract(s) with any state agency(ies)?........................................................
9.  Category(ies) of Services (check the category(ies) of service to be included on the license for this location): Please note the category of Licensed and Certified Home Health Services will not be added to the license until after the agency receives its Medicare Provider Number from CMS.
10.  For Renewal and Change of Ownership Only. Initial applicants should not complete this section. The CHOW applicant should complete (b) (iii) and (iv).
a.  Has a stock transfer occurred within the last 24 months?......................................................................
If yes, give effective date and submit notarized copies signed by the stockholder(s) relinquishing the stock and the effective date.
b.  Census Data for Renewal (complete (i) through (iv)) and Change of Ownership (complete (iii) and (iv) only).
The information provided in (i) through (iv) should not include the clients served by branch offices or alternate delivery sites. 
Note: The sum of (ii) must equal (i) and the sum of (iv) must equal (iii).
(ii)  Number of unduplicated clients served in the last licensure period by categories of service:
(iv)  Current unduplicated client census by category of service:
11.  Geographic Service Area 
Check the box by each county served by your agency.
Region 1 – Lubbock
County   
County
County
County
Armstrong
Dickens
Hutchinson
Potter
Bailey
Donley
King
Randall
Briscoe
Floyd
Lamb
Roberts
Carson
Garza
Lipscomb
Sherman
Castro
Gray
Lubbock
Swisher
Childress
Hale
Lynn
Terry
Cochran
Hall
Moore
Wheeler
Collingsworth
Hansford
Motley
Yoakum
Crosby
Hartley
Ochiltree
Dallam
Hemphill
Oldham
Deaf Smith
Hockley
Parmer
Region 2 – Abilene
County   
County
County
County
Archer
Eastland
Knox
Stonewall
Baylor
Fisher
Mitchell
Taylor
Brown
Foard
Montague
Throckmorton
Callahan
Hardeman
Nolan
Wichita
Clay
Haskell
Runnels
Wilbarger
Coleman
Jack
Scurry
Young
Comanche
Jones
Shackelford
Cottle
Kent
Stephens
Region 3 – Metroplex
County   
County
County
County
Collin
Erath
Johnson
Rockwall
Cooke
Fannin
Kaufman
Somervell
Dallas
Grayson
Navarro
Tarrant
Denton
Hood
Palo Pinto
Wise
Ellis
Hunt
Parker
Region 4 – Tyler
County   
County
County
County
Anderson
Franklin
Marion
Smith
Bowie
Gregg
Morris
Titus
Camp
Harrison
Panola
Upshur
Cass
Henderson
Rains
Van Zandt
Cherokee	
Hopkins
Red River
Wood
Delta
Lamar
Rusk
Region 5 – Beaumont
County   
County
County
County
Angelina
Jefferson
Polk
Shelby
Hardin
Nacogdoches
Sabine
Trinity
Houston
Newton
San Augustine
Tyler
Jasper
Orange
San Jacinto
11.  Geographic Service Area (continued)
Check the box by each county served by your agency.
Region 6 – Houston
County   
County
County
County
Austin
Fort Bend
Matagorda
Wharton
Brazoria
Galveston
Montgomery
Chambers
Harris
Walker
Colorado
Liberty
Waller
Region 7 – Austin
County   
County
County
County
Bastrop
Coryell
Lampasas
Mills
Bell
Falls
Lee
Robertson
Blanco
Fayette
Leon
San Saba
Bosque
Freestone
Limestone
Travis
Brazos
Grimes
Llano
Washington
Burleson
Hamilton
Madison
Williamson
Burnet
Hays
McLennan
Caldwell
Hill
Milam
Region 8 – San Antonio
County   
County
County
County
Atascosa
Edwards
Karnes
Medina
Bandera
Frio
Kendall
Real
Bexar
Gillespie
Kerr
Uvalde
Calhoun
Goliad
Kinney
Val Verde
Comal
Gonzales
La Salle
Victoria
DeWitt
Guadalupe
Lavaca
Wilson
Dimmit
Jackson
Maverick
Zavala
Region 9 – Abilene
County   
County
County
County
Andrews
Gaines
McCulloch
Sutton
Borden
Glasscock
Menard
Terrell
Coke
Howard
Midland
Tom Green
Concho
Irion
Pecos
Upton
Crane
Kimble
Reagan
Ward
Crockett
Loving
Reeves
Winkler
Dawson
Martin
Schleicher
Ector
Mason
Sterling
Region 10 – El Paso
County   
County
County
County
Brewster
El Paso
Jeff Davis
Culberson
Hudspeth
Presidio
Region 11 – Corpus Christi
County   
County
County
County
Aransas
Hildago
Live Oak
Starr
Bee
Jim Hogg
McMullen
Webb
Brooks
Jim Wells
Nueces
Willacy
Cameron
Kenedy
Refugio
Zapata
Duvall
Kleberg
San Patricio
12.  Ownership and Control Interest Disclosure
Attach a copy of the Secretary of State Franchise Tax Certification of Account Status. Identify the type of organizational structure of the agency.
a.  Type of Ownership:
Check one:
Check if:
Check one:
b. (i)  Owner/Applicant Disclosure: Disclose information for the owner/applicant and affiliates. Report both the organization/individual     and stockholders/investors that have ownership in the applicant/agency. The individual(s) percentage of ownership must equal 100%
1.  All stockholders (individual persons and any business entities) owning a percentage of the agency.
2.  All directors, partners, members, officers, executives and trustees.
3.  All entities and persons who have controlling/directional/governing/managing interest in owner/applicant.
Note: All partners within a partnership must be reported. This applies to both general and limited partnerships. For instance, if a limited partnership has several limited partners and each of them owns 1% interest in the partnership, each limited partner must be reported in this application by name, address and Social Security number. If the owner has purchased a franchise, indicate the name, address and Social Security number of the purchaser.
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
12 b. (i) (continued)
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
% Ownership
% 
Note: You may copy this page to use as an attachment, if needed.
12 b. (ii)  Management Company: If the facility is operated by or proposed to be operated under a management company, enter the following management company information. Complete a separate page for each legal business entity and disclose the name, address, tax ID number and contact person information for the management company.
Management company controlled organizations must be reported. This is any organization that exercises operational or managerial control over the day-to-day operations of the HCSSA. 
12 b. (iii)  Provide the following information for applicable stockholders and staff of the management company, including: 
1.  All stockholders. Please list any stockholders of the management company who are also stockholders listed in Item 12 b. (i) or Item 12 b. (vi) first, followed by stockholders with only an ownership interest in this corporation.
2.  All directors, partners, members, officers, executives and trustees.
3.  All entities and persons who have controlling/directional/governing/managing interest in the management company.
12 b. (iii) (continued)
Note: You may copy this page to use as an attachment, if needed.
12 b. (iv) List the name, business address and Social Security number of all officers for the applicant's board of directors/governing body. This section applies to all agencies that are corporations, limited liability companies, limited partnerships or trust foundations. All agencies with the category of Licensed and Certified Home Health Services, Licensed and Certified Home Health Services with Dialysis, or Hospice Services must have a board of directors/governing body.
Note: You may copy this page to use as an attachment, if needed.
12 b. (v) If the applicant or affiliate has held or holds a facility/agency license in any state, identify the name of that facility/agency. Identify the relationship, including the name, current or last address of the other facility/agency, the date such relationship commenced and, if applicable, the date it was terminated.
Note: You may copy this page to use as an attachment, if needed.
12 b. (vi) If the owner/applicant is a subsidiary of another organization, identify the name, address and Social Security number or tax identification number of the parent organization(s).
Note: You may copy this page to use as an attachment, if needed.
12 b. (vii) If a parent organization was named on the previous page, identify and provide the name, Social Security number, date of birth, position and business address for the directors, officers, partners and persons with ownership interest in the parent organization.
Note: You may copy this page to use as an attachment, if needed.
13.  Adverse Legal Action
a.  The owner/applicant must disclose the following data concerning each owner/applicant, applicant's affiliates and the managers of the applicant/owner. These are the individuals identified in Item 12. b. (i). Each question must be answered. If Yes is answered, disclose the name of the person and/or entities involved and provide written information, including ownership and facility information, circumstances, dates and final action. The affiliates are the administrator, alternate administrator and chief financial officer. Review 40 TAC §97.223 to determine the offenses that may constitute a bar to agency licensure or participation in agency management under 40 TAC §§97.11, 97.19 and 97.241.
At the time the application is submitted, do any of these individuals have a history of:
(i)  A misdemeanor conviction in any state?         
Attachment provided         
(ii)  A felony conviction in any state?....................................................................................................
Attachment provided...................................................................................................................
b.  An owner/applicant must disclose, for the two-year period preceding the application date, data concerning the applicant/owner, a controlling person of the applicant or an affiliate of the applicant. This includes the individuals identified in Item 12. b. (i), as well as the administrator, alternate administrator and chief financial officer. If Yes is answered, disclose the name of the person and/or entities involved and attach official, written documentation, including ownership and facility information, circumstances, dates and final action.
Have any of these individuals had a history of:
(i)  Unresolved federal or state (any state) tax liens?...........................................................................
Attachment provided...................................................................................................................
(ii)  Eviction involving any property or space used as an agency in any state?         
Attachment provided...................................................................................................................
(iii)  Unresolved final Medicare or Medicaid audit exceptions?         
Attachment provided...................................................................................................................
c.  An owner/applicant must disclose, for the 12 months preceding the application date, data concerning the applicant/owner or applicant's controlling person. This includes all of the individuals identified in Item 12. b. (i), as well as the administrator, alternate administrator and chief financial officer. If Yes is answered, disclose the name of the person and/or entities involved and provide written information, including ownership information, circumstances, dates and final action.
Have any of these individuals had a history of:
(i)  Had denial, suspension or revocation of an agency license or of any health care facility in any state?..............................................         
Attachment provided...................................................................................................................
(ii)  Surrendered a license in any state before expiration or allowed a license to expire instead of the licensing authority proceeding with enforcement action?         
Attachment provided...................................................................................................................
(iii)  Had Medicaid or Medicare sanctions or penalty relating to the operation of an agency or health care facility?         
Attachment provided...................................................................................................................
(iv)  Operated an agency that has been decertified in any state under Medicare/Medicaid?         
Attachment provided...................................................................................................................
(v)  Had debarment, exclusion or involuntary contract cancellation in any state from Medicare or Medicaid?         
Attachment provided...................................................................................................................
14.  Affidavit for Application, Including Compliance History: Must be signed by the owner. If the owner does not sign, the applicant must have documentation of signatory authority. All CHOW applications must be signed by the buyer.
Before me, the undersigned authority personally appeared:
who, being by me duly sworn, deposes as follows:
My name is
.
 I am over the age of 18, legally competent
and in all respects qualified and authorized to make this affidavit.
The facts set forth in the foregoing application are true and correct. I understand that submission of false information in the foregoing application will constitute grounds for denial, suspension or revocation of the home and community support services agency license.
Given under my hand and the seal of office, this
day of
, in the year of
County, Texas
Place Notary Seal  or Stamp Here
With a few exceptions, you have the right to request and be informed about the information that DADS obtains about you. You are entitled to receive and review the information upon request. You also have the right to ask DADS to correct information that is determined to be incorrect (Government Code, Sections 552.021, 552.023, 559.004). To find out about your information and your right to request correction, please contact an HCSSA licensing specialist at 512-438-2630.
Home and Community Support Services Agency
Affidavit of Capability
Must be completed by owner for all applications
BEFORE ME, the undersigned authority personally appeared who, being by me duly sworn, deposed as follows:
My name is 
I am over 18 years of age, of sound mind, capable of
making this affidavit and personally acquainted with the facts herein stated.
For the purpose of applying for licensure as a home and community support services agency in the State of Texas,
hereinafter referred to as the provider of services, hereby states and declares: The owner and management
personnel for
have read and understand Health and Safety Code Chapter 142 and 40 Texas Administrative Code Chapter 97 and are in possession of the knowledge, skills and qualifications necessary to meet the minimal requirements for the provision of quality care for:
SWORN TO AND SUBSCRIBED BEFORE ME on the
day of
,
Notary Public in and for the State of Texas
Place Notary Seal or Stamp Here
Home and Community Support Services Agency
Affidavit of Financial Solvency
Must be completed by the owner for all initial and change of ownership applications.
BEFORE ME, the undersigned authority personally appeared who, being by me duly sworn, deposed as follows:
My name is 
I am over 18 years of age, of sound mind, capable of
making this affidavit and personally acquainted with the facts herein stated.
For the purpose of applying for licensure as a home and community support services agency in the State of Texas,
hereinafter referred to as the provider of services, hereby states and declares that the agency has the financial resources to meet its proposed budget and to provide the services required by the statute and by the Department of Aging and Disability Services during the term of the license.
SWORN TO AND SUBSCRIBED BEFORE ME on the
day of
,
Notary Public in and for the State of Texas
Place Notary Seal or Stamp Here
Home and Community Support Services Agency
Documents to be Submitted forInitial and Change of Ownership Applications
     ● Corporation:
◦ Certificate of Incorporation
◦ Certificate of Authority
◦ Articles on Incorporation
◦ By-laws
◦ Assumed Name Certificate (if applicable)
◦ Any Certificates of Amendment
     ● Limited Partnership:
◦ Certificate of Limited Partnership
◦ Certificate of Authority
◦ Limited Partnership Agreement
◦ Assumed Name Certificate (if applicable)
◦ Any certificates of amendment
     ● General Partnership:
◦ General Partnership Agreement (if any)
◦ Assumed Name Certificate (if applicable)
◦ Any Certificates of Amendment
     ● Limited Liability Company
◦ Certificate of Formation
◦ Certificate of Authority
◦ Articles of Organization
◦ Regulations of Organization
◦ Assumed Name Certificate (if applicable)
◦ Any Certificates of Amendment
     ● City, County, State or Federal Government Authority or Hospital District Authority
◦ Documents authorizing formation of and establishing the existence of governmental authority or hospital district (obtain from city, county commissioner's court or state/federal legislative branch)
◦ By-laws or regulations of governmental authority or hospital district authority
◦ Letter of Exemption from Comptroller's Office
     ● Trust, Living Trust, Estate:
◦ Will, Letters, Testamentary or Trust Agreement
     ● Sole Proprietor
◦ Assumed Name Certificate
Job descriptions for the agency administrator and alternate administrator. The job description must include the job title, qualifications and conditions specified at 40 TAC §97.244 and the training requirements at §97.259 (required education and job responsibilities).
Job description for the supervising nurse and alternate supervising nurse. The job description must include the job title and qualifications specified at 40 TAC §97.244 (required education and job responsibilities).
A written plan to provide annual continuing education for management personnel. Refer to 40 TAC §97.259 and §97.260.
Current resume or curriculum vitae for the agency administrator and the alternate administrator reflecting current employment, position, hire date and duties held with the agency. If the administrator/alternate administrator is a registered nurse, registered therapist or registered social worker, provide verification of current licensure. The resume should reflect the month, date and year for the duration of each position held.
Copies of certificates listing course topics/training for the administrator and alternate administrator to demonstrate each has had orientation to the rules and statutes specified at 40 TAC §97.259, if holding the position of administrator or alternate administrator for the first time on or after Dec. 1, 2006. Refer to the DADS website at www.dads.state.tx.us/providers/HCSSA/training.html#admin for a list of known and approved training providers and questions and answers relating to administrator qualifications.
Current resume or curriculum vitae for the supervising nurse and alternate supervising nurse reflecting current employment, position, hire date and duties held with the agency. The resume should reflect the month, date and year for the duration of each position held. Include information to verify the professional license with the Texas Board of Nursing.
Written plan for the orderly transfer of care for the patients/clients and clinical records if the applicant is unable to maintain services under the license. Refer to 40 TAC §97.217, §97.291 and §97.295.         
Form 2022, Criminal History Check, for each owner, administrator, alternate administrator and chief financial officer. If it is a nonprofit organization, complete the criminal history form for the officers of the board of directors.
Presurvey Conference Certificates. The following staff must complete the computer-based training before submitting an application for an initial license: the administrator and the alternate administrator for all categories of service, and the supervising nurse and the alternate supervising nurse for the Licensed Home Health Services with or without dialysis designation, Licensed and Certified Home Health Services with or without dialysis designation, and Hospice Services.
Additional Documents for Change of Ownership Applicant
Notarized copy of previous owner's affidavit signed and dated by all sellers acknowledging agreement with the change of ownership and the effective date for the change of ownership.
Notarized copy of sales agreement signed and dated by all sellers and buyers with the effective date for the change of ownership.
Notarized copy of bill of sale signed and dated by all sellers and buyers with the effective date of the sale.         
Accreditation Status. The accreditation status does not automatically transfer to the new owner. The change of ownership applicant must include a letter from the accrediting body indicating that it has been informed of the change of ownership and the accreditation has been transferred to the new owner.
Contract Status with all state agencies. The contract does not automatically transfer to the new owner. The change of ownership applicant must notify the contract manager and request a contract assignment for each contract (for example, Community Based Alternatives, Primary Home Care, Community Living Assistance and Support Services). Include the vendor numbers for each contract.
Medicare Documents
Health Insurance Benefit Agreement. Submit four original, signed copies of Form CMS 1561. For initial applicants, the form must be signed at Accepted for the Provider of Services By. Change of ownership applicants must sign at Accepted for the Successor Provider of Services By. This form may be downloaded from www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/formstobecompleted.html. Keep a copy for your records.
Medicare Certification Civil Rights Information Request Form and Attachments. This form may be downloaded from www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/formstobecompleted.html. Keep a copy for your records.
Two original, signed copies of Form HHS-690, Assurance of Compliance. This form may be downloaded from www.hhs.gov/ocr/ps690.pdf. Keep a copy for your records.
If the applicant will provide hospice services, submit Hospice Request for Certification in the Medicare Program. Submit four original, signed copies. This form may be downloaded from www.cms.hhs.gov/cmsforms/downloads/cms417.pdf. Keep a copy for your records.
Home and Community Support Services Agency
Checklist for Completing a Parent Renewal Application for aHome and Community Support Services Agency (HCSSA) License
The application, documents and required fee for renewal of the HCSSA license must be postmarked 45 days prior to the expiration date of the license to avoid a late fee. If an agency fails to apply for license renewal prior to the expiration date of the license, the agency must cease operation upon expiration of the license.
Mail to:
Home and Community Support Services Agencies
Texas Department of Aging and Disability Services
Accounts Receivable E-411
P.O. Box 149030
Austin, TX 78714-9030
Note: If mailed to any other address, your application will be delayed.
Completed Form 2021 application (Pages 1-15), signed, dated and notarized.
Non-refundable licensing fee of $1,750 made payable to the Texas Department of Aging and Disability Services.
Current Letter of Good Standing from the State Comptroller's Office or the exemption letter from taxes from the State Comptroller's office (if nonprofit).
If accredited, a current letter of accreditation from the accrediting organization indicating the type of accreditation, that is, deemed versus non-deemed (letter must show the time period of accreditation). See Question 7, Accreditation Status, on Page 2.
If contracting with any state agencies, identify the name of the contract program and vendor numbers on Question 8, Contracts with State Agencies, on Page 2.
Completed Form 2022, Criminal History Check, for each owner, administrator, alternate administrator and chief financial officer.
Current resume or curriculum vitae of the agency's administrator and alternate administrator reflecting the current employment, position and duties held with this agency, as well as previous employment. If the administrator is a registered nurse (RN), provide the Texas RN license number. Review qualifications at 40 Texas Administrative Code (TAC) §97.244(a)-(b) and 40 TAC §97.259(a)-(d).
Current resume or curriculum vitae of the agency's supervising nurse/therapist and alternate supervising nurse/therapist reflecting the current employment, position and duties held with this agency, as well as previous employment (if applicable). Provide the Texas RN license number. Review qualifications at 40 TAC §97.244(c).
Proof of Tax ID Number via documentation from IRS.
One of the following: 
Corporation  - copy of the articles of incorporation and assumed name certificate (if applicable)
Limited Liability Company  - copy of the articles of organization and assumed name certificate (if applicable)
Partnership  - copy of the informal or formal partnership agreement 
Trust  - copy of the will, letters, testamentary or trust agreement
Proof of the agency's National Provider Identification number.
Home and Community Support Services Agency
Change of Information
(This page applies to agencies reporting changes in application information after DADS has issued the license as required at 40 TAC §97.208.)
If an agency does not timely submit DADS Form 2021 to report one or more changes below, the HCSSA must pay a late fee of $100. The $100 late fee is in addition to the $30 fee a HCSSA must pay if the change or changes reported require a $30 fee. The schedule of fees an agency must pay when the agency timely submits DADS Form 2021 to report certain changes in application information is listed below. For additional information, refer to the DADS Change of Information website at http://www.dads.state.tx.us/providers/HCSSA/report_changes.html.
 Application Change
(Place an X in the box next to each change you are reporting.)
Effective Date of Change
DADS Form 2021 Requirements
Applicable Fee
Agency Relocation
(physical address)
Page 1 (Sections 1, 3, 4, 5a and  5b) and Page 20
$30*
Mailing Address
(if different from physical address)
Page 1 (Sections 1, 3 and 5b) and Page 20
$0*
Agency Contact Information (telephone number) or Operating Hours
Page 1 (Sections 1, 3, 5 and 6) and  Page 20
$0*
Agency Name
(Doing Business As (DBA), not change of ownership)         
Page 1 (Sections 1, 3, 4 and 5) and  Page 20
$30*
Name of Owner (Legal Entity)
(name change only, not change of ownership)
Page 1 (Sections 1, 3, and 5) and Page 20
$30*
Agency Organization
(management  - administrator or chief financial officer)
Page 1 (Sections 1, 3, 4, 5 and 6) and Page 20
$30*
Agency Organization
(management  - controlling person)         
Page 1 (Sections 1, 3, 4, 5 and 6), Page 2 (Section 10a), Page 5 (Section 12a, 12b and new ownership information), Page 9 (Section 12b(iv) if applicable) and Page 20
$30*
Agency Organization
(management  - alternate administrator)
Page 1 (Sections 1, 3, 4, 5 and 6) and Page 20
$0*
Category of Service
(adding or deleting)
Page 1 (Sections 1, 3, 4, and 5), Page 2 (Section 9) and Page 20
$30*
Service Area
(expanding or reducing)
Page 1 (Sections 1, 3, 4 and 5), Page 3 (Section 11), Page 4 and Page 20
$30*
*If reported within the required time frame.
Note: Reporting one or more changes timely on one Change of Information page requires only one $30 fee (if applicable).
To avoid delays in processing, submit DADS Form 2021 (as indicated above) and the fee payment to:
Regular Mail         Regulatory Services Accounts Receivable
Mail Code E-411
Department of Aging and Disability Services
P. O. Box 149030
Austin, TX  78714-9030
Overnight Delivery         Regulatory Services Accounts Receivable
Mail Code E-411
Department of Aging and Disability Services
701 West 51st St.
Austin, TX  78751
The facts set forth on this page are true and correct.  I understand that submission of false information in the foregoing application page could constitute grounds for denial, suspension or revocation of the home and community support services agency license.
10.0.2.20120224.1.869952.867557
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Form 2021, License Application – Instructions
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	4 of 7. Type of Application is Stock Transfer 49 percent or Less: 
	5 of 7. Type of Application is Change of Administration: 
	6 of 7. Type of Application is relocation: 
	7 of 7. Type of Application is update: 
	Description of 1 of 7 application update: 
	11 continued. Any change of service area from previous applications.: 
	Name the Agency will be doing business as, DBA: 
	13. Adverse Legal Action. C. 5. Attachment Provided. Option 1 of 2, yes.: 
	13. Adverse Legal Action. C. 5. Attachment Provided. Option 2 of 2, no.: 
	San Patricio County: 
	Type of Ownership. Option 1 of 2, Profit. : 
	Type of Ownership. Option 1 of 2, Nonprofit. : 
	Type of Ownership. Option 1 of 12, Individual, 18 years or older. : 
	Type of Ownership. Option 2 of 12, Limited Liability Company. : 
	Type of Ownership. Option 3 of 12, City. : 
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	Check if have a Contract Status with all state agencies. The contract does not automatically transfer to the new owner. The change of ownership applicant must notify the contract manager and request a contract assignment for each contract. For example, Community Based Alternatives, Primary Home Care, Community Living Assistance and Support Services. Include the vendor numbers for each contract.: 
	Check if have a current resume or curriculum vitae for the supervising nurse and alternate supervising nurse reflecting current employment, position, hire date and duties held with the agency. The resume should reflect the month, date and year for the duration of each position held. Include information to verify the professional license with the Texas Board of Nursing.: 
	Check if have a written plan for the orderly transfer of care for the patients or clients and clinical records if the applicant is unable to maintain services under the license. Refer to 40 T.A.C. 97.217, 97.291 and 97.295.	: 
	Check if have Form 2022, Criminal History Check, for each owner, administrator, alternate administrator and chief financial officer. If it is a nonprofit organization, complete the criminal history form for the officers of the board of directors.: 
	Check if have the Presurvey Conference Certificates. The following staff must complete the computer-based training before submitting an application for an initial license: the administrator and the alternate administrator for all categories of service, and the supervising nurse and the alternate supervising nurse for the Licensed Home Health Services with or without dialysis designation, Licensed and Certified Home Health Services with or without dialysis designation, and Hospice Services.: 
	Check box 10 of 10, Service Area, expanding or reducing.: 
	Effective Date of Change, Service Area, expanding or reducing.: 
	Signature of Authorized Representative: 
	Printed name of Authorized Representative and Title: 
	Date signed by Authorized Representative: 



